INTRODUCTION
Nowadays, health systems throughout Europe are being challenged by social, economic, environmental and demographic upheavals. In many countries, the health share of government budgets are larger than ever, and healthcare costs have grown much faster than their GDP. Nevertheless, governments spend only a small fraction of their health budgets on promoting health and preventing diseaseabout 3% in the OECD countries. Switzerland naturally is no exception: health promotion accounts for around 2.4% of the health budget (OECD, 2012; Jakubowski and Saltman, 2013) .
Favouring healthcare over prevention or health promotion is ingrained in public policy in Switzerland, although a cost-benefit approach shows that it would be justifiable to undergo a potential shift in policy. Such a shift might be accomplished by enabling policy in other sectors to evolve in a more favourable direction towards public health. At the federal level, the idea of introducing health perspectives into all public policy areas has started well, with the formulation of guidelines for a multi-sectorial health policy established in 2005. The Health Impact Assessment (HIA) was identified as the tool which would enable such a shift to take place. At the local (cantonal) level, this process has been met with some success, thanks to the high level of decentralization in Switzerland which has allowed the finetuning of HIA belonging both to the political and administrative situation in each canton.
This article investigates the parallel cantonal (bottomup) and federal (top-down) processes of HIA institutionalization, showing clearly how a major opportunity for anchoring the HIA as the main implementing tool for establishing Health in All Policies (HiAP) at the federal level was missed due to pressure from conservative lobbies during negotiations around a new law on public health. Nevertheless, HIA has continued to be used in a decentralized manner in Switzerland, despite financial constraints. The article goes on to discuss how the cantonal level has become the core arena for the implementation of HiAP through the use of HIA and discusses how inter-cantonal collaborations may ultimately open up possibilities at the national level.
THE OTTAWA CHARTER AND THE IMPORTANCE OF BUILDING HEALTHY PUBLIC POLICY
In 1986, the World Health Organization (WHO) heralded a paradigm shift in public health with the dominant focus on disease prevention being extended to include health promotion. This commitment was formulated in the Ottawa Charter, which since then has formed the basis of the health promotion policy, which implies empowerment of individuals and communities and requires healthcare services to reassess their priorities. Underpinning the Ottawa Charter is the realization that health depends to a great degree on environmental factors which are beyond the influence of individuals (Dever, 1976; SAMS, 2012) . To be effective, health promotion must influence the environment in which people live. This can only succeed if the needs of health promotion can be factored into political and administrative decisions beyond the boundaries of healthcare, in areas such as urban planning, transport and the building sector. At the global level though, positive developments have been identified in the healthcare sector itself, resulting in the creation of new structures for health promotion. However, in most countries the health promotion project has not fully succeeded in incorporating other policy areas into its work (McQueen et al., 2012) because the responsible bodies, unfortunately, do not feel accountable for health matters and resist interference in their areas of competence.
Furthermore, there is still a deep mistrust of intervention among business circles, which fear red tape and the infringement of commercial freedom. Its supporters have not yet succeeded in demonstrating the effectiveness and economic benefits of health promotion and, also, in persuading the political world of its necessity. More broadly, there is a lack of know-how and of practical mechanisms which would enable health promotion to become successfully integrated into decision-making processes across all sectors (Goldsmith et al., 2004; Wieser et al., 2010) .
A TOOL TO MAKE PUBLIC POLICY HEALTHIER: HEALTH IMPACT ASSESSMENT
Improving and protecting population health requires attending to natural, cultural, social and environmental health determinants (Marmot and Wilkinson, 1999; WHO, 2003) . These determinants are structured and shaped by public policy and investments as well as by private sector economic and social development activities, which are primarily implemented outside the health sector. Therefore, immediate action is needed at the societal level to improve resources for health including income and education, housing, access to food, exposure to chemical hazards and the quality of social networks and relationships with relatives, friends and neighbours (WHO, 1986) .
It is important to mention that HIA enables health practitioners to inform societal decision-making. HIA was first discussed in the context of development projects in the early 1990s (Birley, 2011) . Guidelines for the Health Impact Assessment of Development Projects were published by the Asian Development Bank Office of the Environment in 1992 (Birley and Peralta, 1992) . During the 1990s, HIA was popularized in England (ScottSamuel, 1996) . Since then, the number of HIAs undertaken has grown and interest in HIA has spread. Centres of health impact assessment expertise have developed in many countries and the community of people interested in HIA has steadily increased (Kemm, 2013) . HIA is now implemented or is on the verge of being implemented in almost all highly developed countries, including a rapid expansion in the USA over the last few years (www. healthimpactproject.org). Some developing or emerging countries such as Thailand and Ghana are also progressing with HIA implementation.
The development of HIA has led to various definitions. The most common is the Gothenburg Consensus, which defines HIA as 'a combination of procedures, methods and tools by which a policy, programme or project may be judged as to its potential effects on the health of a population, and the distribution of those effects within the population ' (WHO, 1999) . HIA identifies how and through which pathways a wide range of health determinants may be affected by a policy, programme or project decision. These pathways can be direct (e.g. increases in respiratory illnesses when air pollution increases) or indirect (e.g. motorized vehicle traffic reducing humanpowered mobility) (Dahlgren, 1995) . HIA aims to identify the potential health impacts of a decision and improve its quality through recommendations that maximize positive impacts and minimize negative impacts (WHO, 1999) . The International Association for Impact Assessment extended the Gothenburg definition by adding that 'HIA identifies appropriate action' in order to manage the effects on health (Quigley et al., 2006) . Indeed, recommendations for action are inherent to HIA, a decision support tool that contributes to public health by allowing those who make decisions on behalf of the public to anticipate how these decisions will affect people's health. The decision makers are then able to take health into consideration along with the other objectives that they are aiming to achieve for the public good. HIA is predictive, informative and can be used for advocacy; because it seeks to define the distribution of effects within populations, it also raises the issue of equity (Kemm, 2013) .
Despite methodological similarities with environmental impact assessment (EIA), the approach used in HIA has more in common with the policy appraisal process (Scott-Samuel et al., 2001) . Those who make decisions on behalf of the public have always tried to review the options open to them, assess the consequences of choosing each option and then select the best option for the communities served. HIA builds on this process by allowing a thorough and systematic review of the health consequences (Milio, 1986; Kemm, 2013) .
HEALTH IN ALL POLICIES
HiAP emerged as a main theme during the Finnish Presidency of the Council of the European Union in 2006. It builds on the health promotion experiences that underpin the first of the five action areas named in the Ottawa Charter-'building healthy public policy'. The WHO Global Conference on Health Promotion, held in Helsinki in 2013, defined HiAP as 'an approach to public policies across sectors that systematically takes into account the health and health systems implications of decisions, seeks synergies, and avoids harmful health impacts, in order to improve population health and health equity' . This approach advocates moving health up the policy agenda, strengthening policy dialogue on health and its determinants, and building accountability for health outcomes (Ståhl et al., 2006) . HiAP is more concerned with the 'big issues' and less with individual programmes or projects. Depending on the institutional context of a country, these policies may be found at the national, regional or local levels or can be dispersed throughout multilevel governance systems. HiAP is a policy practice adopted by leaders and policy makers to integrate the consideration of health, wellbeing and equity during the development, implementation and evaluation of public policies (see Figure 1 ). This policy practice 'requires a new form of governance where there is joined-up leadership within governments, across all sectors and between levels of government' (WHO, 2010) .
The first years of HiAP implementation yielded a few limited successes at EU level. Despite the inclusion of HiAP in the European legislation on public health, its impact on policy has been less successful than expected . Nevertheless, a recent literature review (Shankardass et al., 2011) shows that 16 countries or regions (10 in industrialized countries, 6 in developing or emerging countries) have implemented wholeof-government HiAP with a health equity orientation, although there is considerable heterogeneity between countries . The Healthification project, soon to be implemented in Northern Europe among countries bordering on the Baltic Sea, may also be considered an institutionalization of HiAP (Baltic Region Healthy Cities Association, 2014).
The HiAP approach, like other public health initiatives in the past, is a political process with a non-linear development (De Leeuw and Clavier, 2011) . Strong support by politicians and civil society are critical for the success of such initiatives . HiAP implementation is facilitated by the existence of pre-existing procedures and tools such as HIA, which is in a position to become a main driver for achieving HiAP according to several authors (Collins and Koplan, 2009; Kemm et al., 2011) . A recent review of intersectoral action for health equity (Shankardass et al, 2012) showed that in half of all cases, HIA is the appropriate tool for impact assessment. This fits with the main tenet of the HiAP approach, which is that health and well-being are largely influenced by measures managed by sectors other than health. 
HIA IN SWITZERLAND
HIA began to be implemented in Switzerland in the early 2000s in the cantons of Geneva, Jura and Ticino. Due to the federal organization of the Swiss health system, each canton is granted independence for formulating health policies and organizing its health sector. This has led to a heterogeneous way of integrating HIA into the political and institutional context (Simos, 2006) .
The Italian-speaking canton of Ticino played a pioneering role by introducing the health determinants approach and using HIA as a tool in cantonal public policies. HIA was introduced in the Ticino Governmental Policy Guidelines 2000-2003, with an explicit link to sustainable development. The cantonal government then took two key decisions: an HIA pilot procedure for the appraisal of cantonal public policies was introduced in the 2003-2007 legislature programme, and an Interdepartmental HIA Committee was set up in January 2006. This Committee first focussed its activities on the development of criteria for the selection of policies to be assessed and then on the design of tools for different stages of the assessment. Ticino has conducted several rapid HIAs on subjects such as the development of public transport or the school dental service. During this initial experimentation period (2005) (2006) (2007) , awareness for the potential of HIA grew among stakeholders. Now, political support needs to be consolidated, as several people involved in the pioneer period are no longer in office and their successors need to be convinced to pursue the process.
In the French-speaking canton of Geneva, HIA was introduced in the context of the WHO European Healthy Cities Network, which placed HIA among its priorities. The canton adopted both an experimental and legislative approach (Simos and Cantoreggi, 2008) . Pilot HIAs were carried out and HIA was integrated into a Health Act adopted in 2006. This allows the Cantonal Government to request an HIA for any legislative project that may affect public health. Several HIAs have been conducted so far on various development projects in suburban areas, and on a smoking ban in cafés and restaurants. For a more systematic use of HIA, it is envisaged to establish a specific regulation.
The also French-speaking Canton Jura adopted an approach similar to the procedural and experimental one developed by the Canton of Ticino. Health promotion was selected as a guiding principle of the canton's Agenda 21, and in 2002 the government decided to adopt a tool to facilitate decision-making processes. The strategy was to draw up a procedure that would be accepted by both the political level (heads of departments) and the operational level (heads of services). A monitoring group was created, integrating civil servants of non-health departments, and several pilot HIAs were undertaken. These experiences have strengthened the position of HIA in Canton Jura and in 2006 the Government institutionalized the mandate of the monitoring group. Almost every year since 2004, an HIA has been conducted on a major policy or project in Canton Jura.
In its long-term strategy 2007-2018, Health Promotion Switzerland, a public, semi-autonomous foundation established by the Federal Health Insurance Act of 1994, identified HIA as a tool with the potential to integrate the challenges of health in all policy sectors. For this reason, it supported the creation of a Swiss HIA Platform by the three pioneer cantons (Ticino, Geneva and Jura) together with equiterre, a Swiss NGO involved in sustainable development and health promotion.
Based on various pilot experiences, the Swiss HIA Platform aims to spread the knowledge and use of HIA at the national level (Cantoreggi et al., 2007) through a horizontal, inter-cantonal process which brings together the learnings acquired at the cantonal level. The anchoring of HIA at the federal level would contribute to reinforcing the movement which is underway at the cantonal level. Another hurdle to be overcome in the Swiss context is language: expertise on HIA is mainly located in the Frenchspeaking and Italian-speaking parts of the country, which represent around 25 and 10% of the population, respectively. The challenge is to develop the capacity to conduct studies in the Swiss-German cantons, which represent around 65% of the population.
In June 2011, the Swiss HIA Platform became an association and other cantons which had conducted pilot HIAs became members: Vaud, Aargau and Fribourg (which are, respectively, French-speaking, German-speaking and bilingual French and German). The first HIA at the national level was done in 2012, on the impact of agricultural landscapes on health and the consequences in terms of agricultural policy.
MULTI-SECTORIAL HEALTH POLICY IN SWITZERLAND: AN UNFINISHED HIAP APPROACH WITH ROOM FOR HIA
In 2005, the Swiss federal authorities published guidelines for a multi-sectorial health policy (OFSP, 2005) , based on the international mind-shift which occurred during the 1980s, leading to a focus on the structural factors responsible for ill health. The document specifically aimed at defining policy areas, objectives and methods whereby public policy (at national level) could become more focussed on the health and well-being of the population.
The diversity of topic areas which were chosen, of which five out of seven were outside the healthcare sector, is an indication that the move was HiAP-inspired, although the term is not mentioned explicitly. These guidelines had no specific mechanism to help transform them into policy, because the Federal office of public health had decided to anchor them in laws under discussion at the time, in particular a law on prevention and health promotion. Such a context opened up interesting prospects for HIA. One of the main points of discussion was whether HIA should be introduced as a stand-alone tool or be integrated with other, pre-existing tools. This debate had been taking place at the international level for years, in a context where increasing budgetary constraints were pushing towards integration (Morrison-Saunders et al., 2014; St-Pierre and Marchand, 2014) . In Switzerland, the integration under discussion was between HIA and sustainability assessment, whereby the health component of the existing sustainability evaluation would have been reinforced. This idea was pinpointed as the best possible solution for mainstreaming HIA in Switzerland, in a series of reports that the Federal office of public health asked private contractors to produce. The intermediate steps of this process were never published, which can be interpreted as a desire on the part of the Federal office of public health to keep control of the use of HIA, in a context of competition between federal offices to see which of the impact evaluation tools would be integrated into legislation at the national level (Wachter, 2010; Forbat, 2014) . As a result, HIA was inserted into the federal law on prevention and health promotion, the idea being to give it formal recognition without rendering it compulsory.
MULTI-SCALAR IMPLEMENTATION OF HIA: A MISSED WINDOW OF OPPORTUNITY
In autumn 2012, an attempt to pass the federal law on prevention at the Swiss federal parliament failed. Resistance to the bill came from specific pro-business circles which have strong political influence in Switzerland. A major objection was the provision relating to HIA. In the political debate, business organizations (led by those representing small and medium-sized companies) unanimously opposed this tool despite the fact that a very restrained formulation had been chosen. Under the bill, the national executive level (Swiss Federal Council) was to identify which legislative proposals were to be examined more closely with regard to their consequences for public health. Opponents feared that these mechanisms would hinder future reforms and that an unnecessary regulatory burden would be added to administrative processes. Opponents referred negatively to the EIA, which has been in force in Switzerland since 1988 and which has been a thorn in the side of industry ever since, as has also been suggested in other countries (Bhatia and Wernham, 2008) . The business community and its representatives in the federal parliament therefore rejected HIA (Mattig, 2013) .
Important differences give EIA and HIA different roles in the decision-making process, specifically in Switzerland:
• EIA only concerns infrastructural projects such as roads and shopping malls and not programmes and policies which are amenable to HIA.
• EIA occurs towards the end of the project process; it provides an opportunity for potential critics of a project to initiate a legal challenge against the entire project, without necessarily making suggestions for adapting it; this is widely interpreted as a negative attitude.
• The purpose of EIA is to examine the compatibility of a project with the current environmental legislation. EIA therefore helps obtain or reject the authorization of the project, while the purpose of HIA is to make the project (however good or bad it may be) better for the health of the population.
Nevertheless, only few voices were raised by private companies against the bill itself, which aimed at furthering prevention in Switzerland (Mattig, 2013) . From this, it may be concluded that broad sections of industry are convinced of the importance of health promotion and prevention. This assumption is supported by extensive investments by companies themselves in occupational health, i.e. in the health of their employees. The commercial benefits of prevention and health promotion have been scientifically proven, including by studies in Switzerland (Jenny et al., 2011) . Return on investment is a key criterion when it comes to investment decisions. This is also the case for investment in occupational health, as illustrated by the fact that several leading Swiss companies regularly attend Health Promotion Switzerland's conference on workplace health promotion, which has been taking place annually since 2004. The cost-effectiveness criterion is also of paramount importance in the field of political decision-making.
POTENTIAL AND CONSTRAINTS OF BOTTOM-UP HIA IMPLEMENTATION
The introduction of HIA at the federal level would have reinforced the development of healthy public policies and health promotion throughout the country. Such a position can now only be defended in individual cantons but also, importantly, at an intermediate, inter-cantonal level.
Since the HIA Platform was launched in 2007, capacity building has continued in the Italian and French languages, but the lack of supply and demand for HIA courses in German has hampered success. This is an area where federal support would have been strategic. At present, there is little HIA ability in German within the country, and HIA is rarely called upon by the public sector in the German-speaking cantons and areas. These difficulties have been pinpointed at the level of inter-cantonal collaboration, which is institutionalized by direct coordination between cantonal governments, and through the so-called conferences of cantonal directors, which proceed by sector (conference of cantonal directors of education, conference of cantonal directors of health, etc.). These conferences have become steadily more important since the 1970s, and especially since the 1990s. Health was one of the last sectors to undergo such a process, but progressed rapidly compared with other sectors: health was responsible for 4% of all intercantonal treaties before 1970, and for 11% of them after 1970 (Sciarini and Bochsler, 2006) . Most of these agreements do not include all of the 26 cantons or halfcantons but a subset based on geographical or language criteria, e.g. Central Switzerland, Eastern Switzerland, 'Latin' (i.e. French or Italian-speaking) cantons, etc. It can be seen that the problems encountered while promoting HIA in Switzerland are a consequence of the political and administrative complexity of the country.
It has been shown in the international literature that the local level is often appropriate for developing novel policy approaches (De Leeuw and Clavier, 2011) . Among the advantages are a pragmatic approach to partnerships and everyday policy orientations (Popay et al., 2010) , an integrated vision of local development, and greater flexibility for engaging with public, private and community stakeholders (Rhodes, 1997; Le Galès, 2002) . Such conditions exist in many locations in Switzerland, as evidenced by Canton Jura which has played a pioneering role for HIA. With a population of only 70 000 and a weaker economic footing than the rest of the country, this canton has a small administrative system which is able to engage in collaborations within ministries, between ministries and with outside partners. Today, Canton Jura continues to carry out HIAs in various sectors despite budgetary constraints, and despite the fact that several people in key positions within the administration have changed over the years.
Finally, the municipal level has remained relatively inactive regarding HIA in Switzerland, probably because health is a mainly cantonal prerogative. An exception is the town of La Chaux-de-Fonds (in canton Neuchâtel), which has remained committed to HIA through a municipal Healthy Cities programme. Synergies could therefore be developed between such regions where HIA enjoys continuing support and other cantons or geographical contexts which remain reticent or under-informed.
CONCLUSION: PERSPECTIVES FOR SWITZERLAND AND BEYOND
The local anchoring of HIA has now a reality in Switzerland, at least in certain areas of the country. Attempts to institutionalize HIA at the federal level have been unsuccessful up to now. A bottom-up diffusion strategy, from cantons horizontally to other cantons and up towards the federal level, therefore appears to be the most logical course of action to achieve HIA institutionalization in Switzerland. With support from the Swiss HIA platform which brings together practitioners, academics and cantonal government representatives, HIA could help public policy proceed in the direction of HiAP.
To achieve a breakthrough in Switzerland, HIA must emancipate itself from the negative and inaccurate perception of being the 'clone' of EIA in the health sector. Politicians and business leaders need to be informed of the scope and effectiveness of HIA, and misunderstandings should be confronted and clarified. This analysis of HIA integration in Switzerland may prove useful for observers and actors in other countries which have a decentralized political structure, and which may also experience difficulties in mainstreaming HIA. The language and cultural barriers encountered in Switzerland may be of interest for researchers investigating the diffusion of HIA across Europe, where language and cultural barriers also exist, but on another scale.
